
Documentation of Expanded Function Training for Dental Assistants 
 

Iowa Board of Dental Examiners 
 

Name of registered dental assistant:  ______________________________________________     Registration number: ______________ 

Work address:  _________________________________________________________________________________________________ 

Currently certified with the Dental Assisting National Board:  Yes   No    If yes, certificate number:   __________________ 

Have a minimum of two years experience in clinical dental assisting:  Yes   No                  From: _____________ to _____________ 
*Please check the box indicating what kind of training you completed.  Check only one box indicating form of training completed. 

Put a date in each of the boxes below indicating when each component and assessment was completed for each expanded function. 
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Documentation Instructions: If you complete a course through an accredited program (e.g. approved community college or university), retain a copy of 
the certificate of completion.  If you completed Board-approved on-the-job training in a specific expanded function, maintain documentation including a 
copy of course materials, and copies of all initial and post-course assessments in the dental office of practice. 


